Introduction
Thyroid surgeries have evolved over time from late 19 th century where patient safety and mortality was a concern to the present age, where various minimally invasive and scarless surgeries are evolving. Most of the endoscopic thyroid surgeries are based on the principle of hiding the scar within neck creases or just shifting the neck scar to axilla, areola of chest of the patient. Vestibular approach to thyroid is truly a NOTES surgery which absolutely leaves no scar and addresses the issue of manoeuvrability faced during sublingual transoral approach. Our novel study is an attempt to access thyroid gland via oral vestibule to achieve a scar free thyroidectomy.
Aims and Objective
To explore the feasibility, safety and effectiveness of resection of thyroid gland via transoral vestibular approach.
Review of Literature
Wilhelm and metzig 1 performed the first endscopic minimally invasive thyroidectomy through sublingual approach in 8 patients in 2011.
Transoral thyroidectomy was first reported by Nakajo et el (2013) 2 who used gasless technique by using krischners wire. In 2018 Anuwong 3 et al published a retrospective data of 425 patients comparing transoral vestibular thyroidectomy with open conventional approach and concluded that "The TOETVA was performed as safely as OT, requires only conventional laparoscopic instruments, and avoids incisional scars; thus, the approach may be an option for select patients."
Research Methodology Inclusion Criteria
 Patients presenting to surgery OPD with thyroid swelling.  Willing to take part in the study and consenting for the procedure. 
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Methodology Patient willing to take part in the study were subjected to transoral thyroidectomy through vestibular approach, after taking due consent. Data related to patient's age, sex, indication for surgery, operative time, intraoperative blood loss, the need to convert to open surgery, length of hospital stay and post-operative pain, morbidity and complications were collected preoperatively, intraoperatively and on Day 7, One month, and 6 months post operatively. Manchester scar scale was used to evaluate and grade post operative scar after 1 month and Visual analogue scale was used to grade post operative pain on day 1, 2 and 3. 
A-

Operative Technique A. Pre-operative Preparation
Chlorhexidine mouth wash was given for 2 days prior to surgery.
B. Body Position
Supine with extended neck position with a sand bag placed in between the shoulders of the patient. C. Procedure  One 10 mm and two 5mm laparoscopic ports was inserted into oral vestibule,10 mm port being in midline.  CO2 insufflated in subplatysmal plane to create a space (pressure 8mmhg).  Strap muscles were separated in midline and retracted using sutures from outside.  Space was created up to sternal notch inferiorly and laterally up to sternocleidomastoid.  Isthmus of thyroid was divided in midline.  Superior pole dissection done and superior thyroidal artery ligated and divided.  Recurrent laryngeal nerve and inferior parathyroid gland were identified and secured.  Inferior pole was dissected with and inferior thyroid artery identified, ligated and divided.
 Specimen was mobilised and delivered out through the oral vestibule.  A 14fr suction drain was kept below the strap muscles and strap muscles approximated with absorbable sutures.  Oral vestibule was repaired with absorbable sutures.
Observation and Results
Mean age of our study population was 42.3 years and all the patients in our study population were females. Out of 18, seventeen patients presented to us with solitary thyroid nodule (Right-11, left-6) and one with bilateral multinodular goitre. On USG the average gland size was 3.48x3.54x3.48 cms with largest being 5x4.6x5.1 cm sized gland. All of the patients were euthyroid and USG guided FNAC was performed in all of the patients. Out of them, 14 patients had Bethesda grade 2 benign lesions while two each had grad 3 and grade 4 lesions, respectively.
Chart showing size of gland (in cms)
16 patients were successfully operated with Hemithyroidectomy and one with total thyroidectomy while one case was converted to open thyroidectomy due to dense adhesions to surrounding tissue, it was eventually diagnosed as Reidel's thyroidits.
Mean operative time was 164 minutes, which was 210 minutes to start with during early phases of our learning curve and it had gradually come down in later cases. 
Comparison chart of complication
Discussion
Advances in minimally invasive surgery have led to convergence of various ideas and techniques to find easier, safer and cosmetically better approaches for conventional surgeries. Our approach was one such attempt to provide cosmetically acceptable surgery to patients of thyroid swelling. Endoscopic thyroidectomy has been performed through breast and axillary approach but all it does is hides the scar at a distant place. Through our approach we were able to thyroidectomy of the patients without any visible scar. Wilhelm and Metzig were the first to perform endoscopic thyroidectomy and had used sublingual approach (Metzig, 2011). Nakajo et al had performed transoral endoscopic thyroidectomy by using K-wires and without using gases (Nakajo A1, 2013). Anuwong published a case series of 425 patients using conventional laparoscopic instruments concluding it as a safe and effective approach (Anuwong, 2018). VM Pai 4 et al were the first to publish any such experience from India in 2015 (Vishwanath M. Pai, 2015). While Shiva et al 5 published a case series of 11 cases. Ours is the largest case series published so far from India. We could achieve comparable operative time, minimal blood loss and complications in our study.
Conclusion
• Existing approaches of minimally invasive thyroid surgery requires creation of longer subcutneous tunnel leading to increased post operative complications. 
